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The annual fall retreat of CAMA's officers was held in Oklahoma
City, OK on 12-Id December 1992. Some two dozen officers, trustees,
committee heads, and other interested members met at the Hilton Inn
Northwest. This hotel will be the venue for the 1993 general scientific
meeting, so the leaders got an advanced look at the site.
In addition to routine business and financial matters, the subjects
discussed were wide-ranging. They included concerns about the ethics
of advertising on the part of individual AME's, a plan to obtain malprac-
tice insurance specifically for AME work, and a number of other potential
benefits for CAMA members. There was also a discussion concerning the
issue of corporate membership - - is the fee sufficient and is there
justification for asking companies to become sponsors?
As has been the case for several previous meetings, the FAA's Joe
Dinsmore did a superb job while serving as facilitator for the retreat. The
next leadership meeting has not yet been scheduled, but it will probably
be held at a central U.S. location late in the fall. All CAMA members are
cordially invited to attend.
CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone can- ® not
sustain the Association's pursuit of its broad goals and objectives, f i t s
forty-five year history is documented by innumerable contributions
toward aviation health and safety that have become daily expectations
by the world's flying population. Support from private and industrial
sources is essential for CAMA to provide one of its important functions,
that of education. The following support CAMA through Corporate and
Sustaining Memberships.
John H. Boyd, D.O.
Stereo Optical Company, Inc.
M. Young Stokes, III, M.D.
For further information contact CAMA headquarters.
CAMA Headquarters • P.O. Box 23864 • Oklahoma City, OK 73123-3864












when it predicted this appoint-
ment. FAA watchers are gener-
ally pleased, as well. Bill Hark
retired from the U.S. Army as a
flight surgeon and joined the FAA
in Washington in 1976. He's been
with the FAA since that time, and
has established himself as a
thoughtful and capable adminis-
trator. Best of all, he has a repu-
tation for common sense - a char-
acteristic not always found
among federal administrators. He
has served during troubling times
with several Federal Air Surgeons,
and kept the office on an even
keel. Dr. Hark is a Diplomate of
the American Board of Preven-
tive Medicine in Aerospace Medi-
cine. As the Deputy FAS, he'll
manage the FAA's Office of Avia-
tion Medicine, and serve as the
Acting FAS during Dr. Jordan's
absence. CAMA is looking for-
ward to working with Dr. Hark





People to People International
has asked the Aerospace Medical
Association (AsMA) to sponsor an
educational visit to the People's
Republic of China in September
1993. The visit will be led by Russell
B. Rayman, M.D., Executive Vice
President of AsMA. Participants
will learn firsthand about Chinese
advances in the fields of aviation,
space, and environmental medicine.
The goal of this study mission is to
exchange information on aerospace
medicine in formal, as well as infor-
mal discussions.
The delegation will meet with
Chinese aerospace medicine spe-
cialists, scientists, flight nurses,
physiologists, and researchers in
Beijing, Shanghai, and Xian, with
People to People organizing profes-
sional meetings and site visits in
each city.
Participation is open to any-
one interested in learning about the
field of aerospace medicine in
China. Spouses and guests are wel-
come.
For the travel itinerary and fur-
ther information, please contact the
People to People Operations De-
partment at American Group Travel
International, 2 Metroplex Drive,
Suite 309, Birmingham, AL 35209;
Phone: 1-800-777-0067.
People to People was founded
in 1956 by President Dwight D.
Eisenhower to promote peace and
understanding between the peoples
of the world.
The President's Message
Steven V.A. Blizzard, B.Sc.,
M.D., D. Av. Med.
The year 1992 was one of the best for
CAMA. Membership almost tripled, and
we had a very successful scientific meet-
ing in Ottawa.
1993 promises to be a better one, pro-
vided of course, that our members work
even harder to continue to maintain the
vibrancy of our organization. The magic
word is "Dedication" and our aim is a
membership of at least 1000.
Our largest resource remains the pool of Aviation Medical Examin-
ers in the United States and these are the main targets of membership
this year. There is a certain amount of challenge in this for our U.S.
members.
This is not to ignore the international members who continue to
make their valuable contribution to the organization. It's strictly a
question of members and we'll continue to recruit from all over the
world.
The aims and objectives are the same for all of us and we are still the
only voice of Aviation Medical Examiners everywhere.
CAMA continues to speak out on issues even though sometimes in
disagreement with officialdom.
A meeting of the Board of Directors was held in Oklahoma City, on
the 12th December 1992, with Mr. Joe Dinsmore of the FAA as
facilitator. It was ivell attended and everyone came away with new
ideas regarding the direction in which CAMA should go.
The Board meets again at the Aerospace Medical Association
scientific meeting in Toronto in May 1993- The guest speaker at our
luncheon will be announced at a later date.
Our next scientific meeting will be held in Oklahoma City, October
14 - 17, 1993, find we guarantee a most interesting program for
members as well as wives. I urge all of you to attend. You will not be
disappointed.
I wish you all a happy and healthy New Year and look forward to
meeting with you again.
Sincerely
S. Blizzard, M.D.,D.Av. Med.
President
NEWS OF MEMBERS
* * * * * *
CAMA Past-president Dr. Bob Poole has just been named Acting
Manager of the Medical Specialty Division of the FAA. This is a headquar-
ters position in Washington formerly held by Dr. Bill Hark. Dr. Hark was
recently named as Deputy Federal Air Surgeon. (See Page 1)
While a permanent manager has not yet been nominated, odds are
that Dr. Poole will eventually be confirmed in the position.
CAMA was well-represented at the recent Oklahoma College of
Occupational and Environmental Medicine meeting in November. CAMA
Board member Dr. Jerry Hordinsky was the program chairman. In
addition, Dr. Roy DeHart, President of American College of Occupa-
tional and Environmental Medicine attended to hear another CAMA
Board member, Dr. Jack Hastings, present a paper on "Neurotoxicity:
Alcohol Abuse versus Occupational Causes."
Dr. Steven V.A. Blizzard, CAMA President, was elected a member of
the International Academy of Aviation & Space Medicine at their 40th
Congress held in Tokyo in October. Dr. Blizzard joins a select group from
many nations whose membership is limited to 250 physicians world-
wide.
CAMA Past-president, Dr. Silvio Finkelstein has been selected to
give the 39th annual Bauer Lecture at the 1993 Aerospace Medical
Association meeting in Toronto. This is the opening address for the
annual scientific meeting. Dr. Finkelstein presently serves as the Chief
Medical Officer for the International Civil Aviation Organization, a
United Nations constituent headquartered in Montreal.
CAMA TO FORM
INTERNAL REFERRAL NETWORK
Ever wondered what the FAA thinks about a particular cardiac
condition? Or about a psychiatric problem? How about an addict who
is now recovering? Or perhaps an unusual neurological condition? We
all have our regular consultants in various specialties, but while they are
good clinicians, most are not up-to-date on how the FAA views various
medical problems. CAMA intends to solve this problem.
Under the leadership of Dr. Jim Tucker, Abilene TX ophthalmologist
and FAA consultant, CAMA is putting together an internal referral
network of specialist AME's. Specialists in all disciplines of medicine are
asked to volunteer their expertise to other AME's faced with problems
outside of their own areas of practice. Please call CAMA Executive VP
Jim Harris at (405) 840-0199 to list yourself as a resource for other AME's
with problems in your field.
AME's with problems can call Jim who will serve as a central clearing
house to provide telephone contacts for the needed information. CAMA
intends this program as an additional service to its members.
Be sure your office personnel make note of the name and phone






The U.S. Justice Depart-
ment filed its first lawsuit in
late December under the
Americans with Disabilities
Act. While not related to avia-
tion, it may provide insight
into what we may expect. The
suit is against a California "cram
course" company which puts
on an intensive review for
those taking the CPA exam.
The company is charged with
discriminating against students
with a hearing loss because it
did not provide sign language
interpreters.
How many AME's have a
sign language interpreter on
call should a deaf pilot appear?
(Remember that a totally deaf
individual can be certified. Any
pilot flying a no-radio aircraft
is deaf as far as air traffic con-
trol or anyone on the ground is
concerned. A deaf pilot will
be restricted against flight con-
trol by radio).
Hear (pardon the pun) we







CAMA has just learned of
a unique opportunity for a
family practitioner who likes
airplanes. An organization
called MediCenter is opening
a clinic at Mercury Marine in
Fond du Lac, Wisconsin in
April. That's just 20 miles
from Oshkosh! Moreover,
Fond du Lac is the site of
many acrobatic contests and
not far from superb seaplane
bases. Anyone interested
should have his or her boards
in Family Practice. The draw
back- the doctor will prob-
ably have lots of house guests
around EAA convention time.
CAMA members inter-
ested should contact Exec VP
Jim Harris or they may call




The Air Line Pilots Association (ALPA) has begun a new Human
Intervention and Motivation Study (HIMS), appropriately called HIMS II.
It is modeled after ALPA's immensely successful HIMS project of some
years ago. That project was slanted toward peer and supervisor educa-
tion to recognize and rehabilitate alcoholic pilots. It played a major role
in the recovery and return to duty of more than a thousand airline pilots.
The HIMS II project, sponsored by an FAA contract, is expected to match
or exceed its predecessor.
The initial portion of the program began with an educational
seminar for more than a hundred line pilots and first line supervisors
from most major U.S. airlines. The seminar, held in Denver from 3-5
November '92, was rated as excellent by those who attended. Retired
Delta Capt. Dick Stone, program manager, noted that most of those
attending had no previous experience with alcoholism.
"These are just the folks we want to reach," he said, "and they're in
positions to do the most good when they learn what this is all about."
A number of physicians also attended to learn what may be ex-
pected of them if they sponsor recovering pilots. Senior Aviation
Medical Examiners interested in sponsoring airline pilots for a return to
work should plan to attend an ALPA HIMS seminar. For a schedule,
contact CAMA Executive VP Jim Harris.
CAMA AND
COMPANIES
The greatest assets of any organization are its people. Even a good
company is only as good as its leaders. Loss of a key executive can be
catastrophic to company goals.
There is an immutable law of life which says, "all physical and
physiological structures will ultimately fail." Aviation Medical Examiners
defend the traveling public - and indeed pilots themselves - against this
law. As AME's, we detect the potential physiologic failure before it
occurs. As practicing physicians, we seek to prevent the failure, and
treat the result when, it is not preventable.
One of CAMA's important functions is education. We know that
medicine is an art, but we also know that we can better carry out our
practices by using the latest in diagnostic technology. CAMA fulfills its
responsibility to the practicing AME by keeping him or her abreast of the
latest procedures related to aviation medicine. These will permit early
detection of life-limiting conditions, when we have the best chance to
deal with them.
Business leaders are by no means immune to the "Law of Physiologic
Failure." A periodic examination modeled after an FAA medical exami-
nation can be of real help in the prevention of premature disease and
disability. The benefits to all far exceed the small expenditures in time
and dollars.
CAMA and the corporate executive have the potential to provide
mutual benefits. CAMA is always in need of funding to assist its
educational programs. In turn, CAMA members can assist business
executives based on their unique training and experience.
Why don't we get closer together?
by; Forrest M. Bird, M.D., Ph.D., President-Elect
ALCOHOL RULES FINALLY RELEASED
The government finally re-
leased the long-awaited alcohol test-
ing rules. The Notice of Proposed
Rule Making (NPRM) appeared in
the Federal Register on December
15th, almost 2 months after the con-
gressionally mandated deadline.
This one is a monster in size. Al-
though the basic rule requires only
a few pages, the preamble, discus-
sion, supporting material, and ratio-
nalization takes up almost 500!
This particular document is
actually a curious mixture of Ad-
vanced Notice(s) of Proposed Rule
Making (ANPRM) and NPRM's. An
ANPRM is issued when the govern-
ment thinks it ought to do some-
thing, but really doesn't know what
to do. It asks for public comment in
the form of an ANPRM which in
effects says, "We think we should
take some regulatory action, but
want the public's advice about what
that should be." An NPRM on the
other hand says, "We intend to make
the following a regulation, but will
accept public comments before we
do it." An ANPRM is usually fol-
lowed later by an NPRM on the
same subject.
An ANPRM always asks for writ-
ten public responses and provides
a period during which they will be
accepted. An NPRM usually pro-
vides such a period for public com-
ment after which the proposing
agency may, if it wishes, ignore all
the comments and issue the rule as
originally drafted. Or it may make
changes as a result of public com-
ments. Rarely, a proposed rule will
be withdrawn. At times, the sub-
ject of the NPRM may be consid-
ered emergent, and the rule issued
almost immediately without pub-
lic comment.
In this case, it is unlikely that
any substantive changes will be
made because the Congress or-
dered alcohol testing. This NPRM
applies to virtually all modes of
transportation including aviation.
It also incorporates urban mass
transport agencies; e.g. metropoli-
tan bus, trolley, and subway lines
into the previously issued drug test-
ing rules for those in safety-sensi-
tive positions. Mass transit compa-
nies were not previously covered.
The process recognizes that
there are differences among the
transportation modes. Therefore,
the combination of ANPRM's and
NPRMs seeks to accommodate those
differences, The ANPRM's have a
60 day comment period, while those
desiring to make a comment about
the NPRM must respond within 120
days.
One of the interesting ANPRMs
responds to CAMA's pressure con-
cerning the rate of random drug
Continues on next page ...
EDITORIAL
ALCOHOL TESTING: A MISSED OPPORTUNITY
The Notice of Proposed Rule Making described briefly in THE CAMA BULLETIN will be expensive.
Cost estimates run well into the millions for aviation alone. This, despite the fact that no major airline has
ever had an accident attributed to alcohol use by the flight crew. The Congress seems to perceive that
airline crews commonly sign in for their trips after drinking. They've missed the point.
Normal people don't drink and fly!
On the other hand, about 1% of our working population is actively alcoholic at any given time. This
is the case, regardless of their occupation, be they airline pilots, dishwashers, farmers, waiters, members
of Congress, nuclear scientists, or potato pickers. Only a fraction of that 1% in the pilot population will
allow their disease to mix aviation and alcohol. To find that small nvimber, the program will unnecessarily
inconvenience the 99 + % who would never think of flying after a drink. Breath testing will only pick up
those in the late stages of alcohol dependence when it begins to impinge on their occupations.
There are far better ways to identify alcoholism than breath testing, particularly among carefully
supervised and disciplined airline pilots. Included among these means is peer education . . . probably the
single best technique. A careful medical examination which includes liver enzyme measurements,
hematological indices, other blood determinations, and physical signs is a helpful adjunct.
The congressionally mandated program is an expensive way of locking the barn door after the horse
ran away. A with most things medical, the prognosis is better with early detection. A positive breath test
simply means the horse has long gone.
. .. Alcohol Rules Continued
testing. The DOT is apparently
willing to consider reducing the
test rate from the present 50% an-
nually, but asks what the rate should
be. CAMA will follow this issue
closely.
CAMA's estimate that the ma-
jor test means will be by a breath
testing device was also right on the
money. The level set for a negative
test may be of concern however.
The rules call for any breath alcohol
level equivalent to a blood alcohol
value lower than 0.02/6 to be re-
ported as negative. In other words,
it is satisfactory with the DOT to fly,
drive an interstate commercial
truck, operate an interstate bus, etc.
with the equivalent of 1 to 1 1/2
drinks in the system!
At press time, the rule and sup-
porting material is being studied by
CAMA leaders for an appropriate
response. CAMA members with a
special interest in alcohol testing
may contact the Executive VP for
an update on CAMA's analysis.
CAMA's position will be released
for publication when analysis has
been completed.
Panel u'ith Doctors Wick,Schramm,
Savoie and Poole at CAMA meeting at
Radisson Hotel, Ottawa, ON, Canada






Letters to the Editor
To the Editor:
The article entitled "A Medical Review Officer Seminar Primer"
in the Fall 1992 BULLETIN was quite informative. However, there
were errors. The Medical Review Officer Certification Council
(MROCC) was mistakenly called the MRO Coordination Council.
No comparison of the quality of the MRO training courses is
given apart from the statement that "seminars vary in quality." The
author recommends the FAA's training as a "best buy" based on price
and because of the FAA's long experience in organizing medical
seminars. Every MRO seeking certification is urged to do so within
the framework of professional medical specialty organizations.
Kent W. Peterson, M.D. FACOEM, FACPM
ACOEM MRO Course Director
Dr. Peterson is correct concerning the inadvertent substitution of the
word Coordination for Certification. Such are the vicissitudes of
dealing with a word processor! However, he evidently did not read
the evaluations of the seminars includingthat of the DOT which was
judged to be lesser quality than the others. CAMA stands by its
conclusion that the FAA MRO seminars represent a "best buy." - Ed.
To the Editor:
The editorial in the Fall 1992 BULLETIN "Aviation and the
Americans with Disabilities Act" makes some pointed observations.
Let me take issue with several. The ADA is indeed a "full employment
for attorneys" law, have no doubt. For much too long, employers
have discriminated grossly against the sick and disabled.
Merely to have hypertension, diabetes, or a seizure disorder was
cause not to hire, or even fire someone. The ADA asks if the illness
affects that person's ability to perform the job.
Have the airlines been persecuted? Well as far as medical
departments go, some existed to carry out examinations far in excess
of job requirements or anything rational. Why was a major airline
performing screening EEGs on new-hire pilots? This is not to say that
an airline should blindly accept an applicant's First Class medical
performed by just any of us poor local AMEs if only because FAA and
QA are not synonymous.
ADA is not a perfect law, far from it. (It is) for the good of us all.
A.J. Parmet, M.D. MPH
St. Luke's Occupational Medicine
Kansas City, MO
No one suggests that handicapped individuals should not be
gainfidly employed where and when practicable. However, the
support of disabled individuals is a societal function for which we
look to our government to manage. Government in turn abdi-
cated its responsibility by simply transferring it to private industry.
The transfer process is so vague as to be virtually unusable in its
present form. Lengthy and very expensive litigation is sure to result
during which no one will be satisfied. - Ed.
A SYNOPSIS OF FEDERAL
URINE DRUG TESTING
Background
In December 1989, the Depart-
ment of Transportation (DOT) man-
dated that individuals holding cer-
tain "safety-sensitive positions"
within the transportation industry
be randomly tested for drug use.
This program is a part of the na-
tional drug abatement program.
Although it is sometime touted as
such, it is not a fitness-for-duty safety
program, nor is it designed to be. It
is intended to curtail illicit drug use.
The program is based in part
on Department of Defense experi-
ence with the military services. In
the past, illicit drug use was consid-
ered to be a problem, so the armed
forces began a program of random
urine testing. Over the years, this
program has been credited with
decreasing illicit drug use among
service personnel. It seemed natu-
ral enough to adopt this technique
in the transportation industry.
Drug Selection
The DOT consulted with the
National Institute On Drug Abuse
(NIDA) and chose what has become
known as the "NIDA Five" for urine
drug testing. There are actually
seven drugs in the test program,
but two are from similar groups -
thus the references to five drugs.
All drugs of abuse and addic-
tion have one effect in common;
that is, they are used for their ef-
fects on the brain and central ner-
vous system. One of the more eas-
ily understood classification
schemes makes use of four basic
drug effects. Addictive drugs maybe
considered as sedatives, stimulants,
hallucinogens, or opioids.
Sedatives
This group of drugs includes
the so-called tranquilizers; e.g. ben-
zodiazepines, etc., barbiturates,
bromides, and the most used of all,
ethyl alcohol. While beverage alco-
hol differs from the others - it is a
legal drug with potentially serious
and even fatal consequences. Not
too many years ago, one of the
benzocliazepines, Valium®, was the
most prescribed drug in the USA.
Addiction to sedatives is char-
acterized by performance decre-
ments worsened with larger and
larger doses. Tolerance to a given
dose is usually seen early in the
addiction; i.e. it takes more of the
drug to produce the same effect.
Withdrawal symptoms are also com-
mon with sedative addiction and
can be life-threatening.
While sedatives can pose a
safety hazard for some occupations,
there are no sedative drugs on the
NIDA proscribed drug list. Obvi-
ously there should be concern from
the public safety standpoint about
any vehicle of machinery operator
who is found to be using sedatives.
These concerns cannot be ad-
dressed under DOT regulations, and
must be managed by company rules
and procedures.
Stimulants
Three of the seven NIDA test
drugs are found within this group;
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i.e. cocaine, d-amphetamine, andd-
methamphetamine. Of the three,
cocaine is by far the most com-
monly found. All are addicting, but
the addiction has a strong psycho-
logical component and much less
of a physical component. Some
performance measures do improve
when under the influence of a stimu-
lant. After a period of stimulant use
- a "run" as it sometimes'call^cf -!ja'"
"crash" occurs as th"eJfexMuy66fnl
: -.: .,-. ,: ,.., .,(}
following continued stimulation can
no longer be put off. The pro-
longed and dangerous withdrawal
seen with sedatives is not commonly
found with stimulants. On the other
hand, stimulants "canf afridr'h'ave
caused sudden'" dekth'(luring'the5
acute drug effect stage:
Interestingly, all three of the
above stimulants are legal drugs.
Physicians can and do prescribe
them for legitimate medical pur-
poses. For example, cocaine may
be used during nasal surgery, dur-
ing suturing of minor lacerations,
for tear duct surgery, and during
gastroscopy. The amphetamines
are sometime used for weight con-
trol, for attention deficit disorders,
and for certain sleep disorders.
Therefore, the presence of any does
not automatically mean that the
specimen donor is a drug abuser. A
careful medical analysis will be
needed to avoid falsely accusing
someone of drug abuse.
The problem becomes even
more complex because certain
other medicines can also result in a
finding of amphetamines in the
urine. A new drug used to treat
Continues on next page ...
. . . Drug Testing Continued
Parkinsonism and some depressions
may cause a positive urine test. A
Vick's® inhaler, available at most
drug stores on an over-the-counter
basis, may also result in a positive
test. Very sophisticated laboratory
work is required to tell the differ-
ence. Unfortunately, not even all
NIDA - certified laboratories are
able to carry out that work. Any
physician charged with the final
determination must be sure that the
specimen donor is not falsely ac-
cused when a cold or early
Parkinson's disease is the culprit.
Paradoxically, a number of
street drugs of abuse, called "de-
signer drugs"; e.g. "Eve" andEcstasy"
etc., also belong to the amphet-
amine family. They are not included
among the NIDA test drugs. A NIDA
test will report a specimen as nega-
tive which contains any other am-
phetamine than d-amphetamine and
d-methamphetamine. Just as a posi-
tive test does not always mean drug
abuse, so a negative test does not
always rule it out.
Hallucinogens
Two drugs - marijuana and
phencyclidine (PCP) - are the NIDA
test drugs in this group. Of all seven
NIDA drugs, only PCP is absolutely
illegal in the U.S. It was originally
developed for anesthetic use, but
there were so many unwanted side
effects that it was finally classified
as a drug with no medical uses. It is
rarely found during urine testing
although small amounts are appar-
ently used in Washington D.C. and
on the U.S. West Coast.
Marijuana is the most common
of all drugs used illicitly. Yet even
marijuana has some legitimate medi-
cal properties. A handful of indi-
viduals have special permission to
use active components of marijuana
- is helpful in treating the nausea
and vomiting which often occur
with chemotherapy. Legal uses are
easy enough to determine, how-
ever.
The overwhelming majority of
positive marijuana urine tests rep-
resent illicit use. Many such users
will try the passive inhalation ex-
cuse; i.e. they were at a rock con-
cert or in a car where others were
smoking marijuana. The laboratory
sensitivity values are set such that
this exposure will not cause a posi-
tive test. If a urine specimen is
positive for marijuana under these
circumstances, it is because the
donor smoked or ate it directly!
Once again however, a nega-
tive test does not rule out intoxica-
tion with a hallucinogen. No other
drugs, e.g. mescaline, LSD, peyote,
etc. will be reported by a NIDA
laboratory even if present.
Opioids
The remaining two drugs in
the NIDA urine battery are mor-
phine and codeine. When found,
they are among the most difficult to
assess. Morphine is one of the best
pain killers known. For that reason,
it is used in almost every hospital in
the U.S. to alleviate severe pain.
Codeine is also an excellent
pain killer, particularly for sprains,
following dental work, for men-
strual cramps, and so on. It is also
used for cough suppression. Al-
though it can be addicting, it is
relatively safe and is used in large
quantities for the outpatient man-
agement of moderate pain. In some
states, it is available in small quanti-
ties over-the-counter as in Canada
and other neighboring countries.
The body metabolizes codeine to
morphine which is then found in
the urine.
Morphine is a major product of
heroin. That's why both morphine
and codeine are tested under the
NIDA rules. The intent is to find
heroin users. Unfortunately, mor-
phine can also be found in the urine
of someone who has recently eaten
poppy seeds. (Natural morphine
comes from poppies as do poppy
seeds.) Therefore, urine specimens
which test positive for morphine or
codeine are among the most diffi-
cult of all to manage. A careful
history and physical examination
may be necessary to discriminate
between someone who innocently
ate poppy seeds, a codeine abuser,
or someone who uses heroin.
The problem of negative tests
is present with opioids as with other
drugs. Under NIDA rules, only
morphine and codeine will be re-
ported. There are many other ad-
dicting opioids; e.g. Talwin®,
Demerol®, Darvon®, oxycodone,
hydrocodone, methadone, etc.
which can be and are abused. Yet a
specimen which contains any of
them will be reported as negative.
The interpretation of urine drug
test is tricky business - by no means
easy or cut-and-dried. Even experi-
enced physicians find it tough go-
ing at times. In addition, a negative
test is not always what it seems. An
8
individual can be grossly affected
by drugs, but under the govern-
ment program at least, can have a
"clean" urine drug test.
The best solution for industries,
large and small, requires a good
laboratory of unquestioned reputa-
tion, and a physician who is trained
to interpret such tests. That combi-
nation provides the best chance of
weeding out drug use. At the same
time, It protects those who don't
use drug illicitly.
Under these circumstances,
what's the best advice we can give
our pilots? The answer: "Don't ever
take anything not prescribed by your
doctor."
Pilots who follow that advice
will have "no sweat" at drug testing
time.
CAMA key workers; Betty and
M. Young Stokes, III, M.D.




What's an Academician of the LAASM? A Fellow of the AsMA? And
what is the IACAM? the AMSANZ? What do all these alphabet acronyms
mean? Well wonder no more, for we'll discuss some of the larger and
more prominent. Let's start with the AsMA.
The Aerospace Medical Association
The Aerospace Medical Association (AsMA) with a membership of
some 4,000, is the largest of the aviation and space medical associations.
It is also one of the oldest. Headquartered in Alexandria, Virginia, it
publishes it own monthly \o\\ma\ Space, and Environmental
Medicine. It is somewhat eclectic in that anyone with an interest and the
price of the annual dues can become a member. It has many physicians
of course, but it also has physiologists, nurses, human factors specialists,
personal equipment specialists, pilots, and many others as members. It
holds an annual meeting, the next to be in Toronto in May 1993. The
AsMA is represented in the American Medical Assn. House of Delegates.
CAMA members interested in the AsMA may contact Dr. Russell
Rayman, the Executive V.P. at (703) 739-2240.
The AsMA offers two grades of honors to regular members. The first,
Associate Fellow, is open to almost any member who cares to apply. Most
aviation medical examiners have more than enough professional creden-
tials to be named as Associate Fellows if they wish to apply and pay the
nominal application fee.
The grade of Fellow is considerably more difficult to attain. Election
to that grade requires that a cvirrent Fellow sponsor the nomination.
Thereafter, active participation in the affairs of the organization and in
aviation or space medicine will be considered. One half of one percent
of the total AsMA may be elected in any given year.
The International Academy of Aviation and Space Medicine
The International Academy of Aviation and Space Medicine (IAASM)
is a small international group of physicians limited at present to 250 world-
wide. A relatively small minority are from the U.S.A. Others come from
the U.K., Russia, France, Portugal, Spain, Italy, Germany, Switzerland,
Sweden, Norway, both Chinas, the Balkans, Australia, New Zealand, and
indeed almost anywhere there is aviation or space activity. Admission is
by application, but only those with extensive careers in aviation or space
medicine need apply. All members are known as Academicians.
The Secretariat is presently maintained in Auckland, N.Z. where the
Secretary, Dr. Len Thompson resides.
The IAASM sponsors an annual International Congress of Aviation
and Space Medicine. These are truly international meetings which any
physician may attend. The 1992 meeting was held in Tokyo, while that
for 1993 is planned in Hamburg. The 1994 meeting will be held in New
Delhi. Past meetings have been memorable, and those to be held are
expected to be fully as enjoyable as previous meetings.
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AVIATION MEDICAL ORGANIZATIONS OF NOTE
The Aviation Medicine Society of Australia and New Zealand
The Aviation Medicine Society of Australia and New Zealand (AMSANZ) is a relatively small organization
which alternates meetings. That is, some years the Australian members meet in Australia, and the New
Zealanders meet in their country. In other years, the meetings are combined in one country" or the other.
Members primarily come from those two countries. However, the combined meetings attract major speakers
from around the world. Any physician from almost any country is welcome to attend of course, and the
hospitality "down under" is remarkable. It must be experienced to be appreciated, f
The Ibero-American Congress of Aerospace Medicine
The Ibero-American Congress of Aerospace Medicine (IACAM) is a Latin American organization which
holds international meetings in Mexico, Central, and South America. The meetings are excellent, but the
primary language is Spanish. CAMA Past President Luis Amezcua-G is one of the primary movers and shakers
of this group.
The Airlines; Medical Directors Association
The AWn.e§(Medical Directors Association (AMDA) is a relatively small constituent organization of the
AsMA. Asrthe,]name implies, most members are associated with airlines of one size or another. Some are full-
time staff members, and others are private practitioners who serve as airline consultants in their cities. Once
limited:to medical directors, membership has been broadened with an associate member category to include
physicians,with an interest in airline aviation medicine. The AMDA holds an all-day scientific session on the
Saturday before the beginning of the annual AsMA meeting at the host AsMA hotel. All interested physicians
are cordially invited to attend. There is no registration fee.
The Flying Physicians Association
The Flying Physicians Association (FPA) is a group of physician-pilots now numbering some 800 members.
Some are AME's, but the distinguishing feature is the fact that all are pilots. Almost all own aircraft. They hold
an annual meeting-usually in a nice location not easily accessible by airline, but with good general aviation
facilities. The great majority of members live in the USA although annual meetings have been held in Canada
in the past. They sponsor annual air tours by private aircraft to out-of-the-way locations in Canada, Alaska, the
Caribbean, and Latin America.
Other organizations
There are several relatively small European groups about which CAMA presently has little information.
They include an organization of British physician-pilots, and another of British aviation medical examiners.
There is also a European Airline Medical Directors group which is limited to those who are the chief medi-
cal officers of major European airlines. There is a similar Asian association. CAMA would be most inter-
ested in hearing about these groups and their meetings. Readers who have such information are invited to







Two of the major airlines -
American and United - have large,
sophisticated internal medical de-
partrnents. Most of the other major
carriers use consultant physicians
or clinics whose expertise in avia-
tion medicine is unquestioned; e.g.
the Mayo Clinic in Rochester, the
Aerospace and Preventive Medicine
Associates in Hoxiston, etc. When
examining pilot applicants, all go
far beyond FAA medical standards
in their examination practices. The
question is often asked, "Why do
they go so far beyond what the FAA
requires for their medical examina-
tion?"
There are several reasons, the
first of which is a disparity between
government regulations. The Con-
gress requires all scheduled airlines
to operate with the "highest degree
of safety." That wording is con-
tained in a congressional statute;
i.e. it's the law. On the other hand,
the FAA medical standards by law
are minimum standards. Obviously
the airlines are immediately caught
between two conflicting regula-
tions. Do they accept any Class I
medical certificate issued by any of
over 2,000 examiners, or do they
rely on their own findings? Do they
hire pilots who meet the bare mini-
mums and who may represent a
lower degree of safety? Or, do they
impose their own standards?
There is a parallel to basic pilot
qualifications. The FAA requires an
airline transport pilot to be at least
age 23, to have a total of 1,500
hours of flight time including at
least 150 as pilot-in-command and
500 hours of cross country flying
experience. A copilot must be 18,
have 200 hovirs of flight time and
another 50 hours in simulators. Only
50 hours must be in an airplane if
the pilot otherwise flies other air-
craft. Further, the copilot is not
required to be fully instrument-quali-
fied although he must have had at
least 10 hours of instrument flying
instruction. According to the FAA
minimum requirements, a 23 year
old and an 18 year old with the
above flying experience could serve
as the crew of an intercontinental
747-400 carrying 450 passengers.
Obviously this is ludicrous. No air-
line would consider for a moment
using such a crew.
Most major airline wide-body
captains count their flying time in
five figures plus before they fly such
an aircraft. They've had years of
experience as narrow-body captains
before they move up. Most major
airlines require 2,500-3,000 hours
of flying time before a pilot is hired
to ride "side saddle" as a 727 flight
engineer at the beginning of his
airline seasoning. A good many of
the new-hires have been trained in
the military services-all of which
have superb training programs. It is
doubtful if the general public would
be happy to see the aeronautical
equivalent of Doogie Howser, M.D.
in the left seat of their 747, DC 10,
or 1011.
If the airlines far exceed the
FAA minimum requirements for pi-
lot experience, why does it seem
strange to exceed FAA minimums
for pilot medical conditions?
There is also a major economic
aspect. After all, it is a business. If
it doesn't make money, or least break
even, it won't be around long. Stock-
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holders get discouraged, lenders
quit furnishing capital, and ulti-
mately they go the way of Pan Am,
Eastern, Braniff, or Midway. (At
press time, it is not clear that TWA,
American West, and others will sur-
vive either.) Pilots are among the
most expensive of all employees.
An airline which loses many pilots
has a severe financial burden-a bur-
den which is either passed on to
passengers in the form of higher
fares, or to investors, if the airline
goes broke.
Let's consider a typical ex-
ample.
Airline X is obliged by contract
to pay its pilots up to $ 5 5,000 a year
if they are medically unable to fly.
(Similar contracts are in force at
virtually all major airlines. They
have been in force for many years,
and are unlikely to be changed.) A
medically disabled pilot has no other
requirements or obligations to his
employer. Nor must he be totally
disabled. He need only be unable to
hold an FAA medical certificate.
Some medically disabled pilots op-
erate real estate businesses, law
practices, professional practices of
other types, etc. Their only obliga-
tion to the airline is to "take the
check out of the mail box once a
month."
This situation contrasts sharply
with military pilots. A military pilot
who cannot fly can often be used as
a personnel officer, a logistics of-
ficer, or in any of a host of other
positions needed within the ser-
vices.
There is also the problem of
the "rain dance." This is airline
slang relating to the seniority sys-
tem. Each pilot is assigned a senior-
ity number when he joins, and his
entire career is thereafter dictated
by that number. It works as fol-
lows:
Continues on next page . . .
.. . Dilemma Continued
At airline X, the most senior
pilot has his or her choice - nor-
mally rebid every month - of routes
and equipment to fly. Pilot number
two can have anything he or she
wants except what number one has
already picked. Number three gets
anything except what one and two
chose. And so it goes to the bottom
of the heap. The junior pilot prob-
ably gets stuck with sitting by the
phone on reserve status.
Airline pay is generally based
on the size of the equipment and the
routes. Thus the senior pilot usually
picks the biggest airplane, and the
international routes. The low man
on the totem pole gets the all-
nighters and the hop-skip-and-jump
short hauls in smaller airplanes. Ob-
viously, the pilot flying the 747 earns
more than do DC-10 captains. They
in turn earn more that 767 Captains
who earn more than 727 captains
who earn more than copilots who
earn more than flight engineers ad
infinitum ad nauseam. That's
wrhere the "rain dance" comes in.
When an airline loses a pilot for
any reason, including disability, ev-
ery pilot below on the seniority list
moves up one notch. If a DC-10
captain is medically retired prema-
turely, a 767 captain will be trained
to replace him, a 757 captain will be
trained on the 767, a 727 captain on
the 757, a 737 captain on the 727,
and so on down to the lowest cap-
tain on the seniority list. Then, a
senior copilot-let's say from a 747-
will be upgraded to captain, a DC-10
copilot will be retrained on the 747,
a 767 copilot will upgrade to the
DC-10 down through that entire
column.
But we've not finished.
When we've gone through all
the copilot ranks, we start over once
more with flight engineers-the third
sealers who ride "side saddle." A
747 engineer moves to copilot, a
DC-10 engineer moves to the 747,
and a 727 engineer moves to the
DC-10. This last column is some-
what shorter because newer airlin-
ers; e.g. the 747-400, MD-11, 767
etc. use a two crew cockpit. The
engineer position has been elimi-
nated.
It is not unusual for up to 16
retraining assignments to result from
the loss of a fairly senior captain. If
that loss is premature, the result is
an excess and unprogrammed cost.
Because of the salary costs, the simu-
lator costs, and in some cases, extra
flying time, such a premature loss
can easily trigger $250,000 in ex-
cess training costs-not small change
for a billion dollar company.
Now let's consider a 45 year
old mid-seniority captain who de-
velops heart disease and can no
longer hold a medical certificate.
His or her airline will pay $55,000 a
year for 15 years in disability pay.
The total-$825,000. Add to that,
more than $200,000 in training costs
for the seniority system. The opera-
tional cost of that premature loss
for one pilot can easily exceed a
million dollars! And that doesn't
count what the medical bills might
be for that same individual. As the
saying goes, "A million here, a mil-
lion there, and first thing you know,
we're talking about real money...!"
Major airlines are self-insured
as are large companies. Disability
costs come right off the top of the
company earnings. The present
economic plight of all airlines is
well-known. They've lost more than
a billion dollars in the last year,
alone. Even the largest airlines can't
afford to lose pilots prematurely on
top of those losses. What's to be
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done?
We know that cardiovascular
problems are responsible for about
half of all airline retirements. In
other words, they are equal to all
other medical problems combined.
While each of us might take slightly
different approaches, we'd prob-
ably all want to take a look at choles-
terol levels, family history, weight,
blood pressure, smoking history,
and so on. We'd probably prefer
not to hire the pilot who is 5'6" and
weights 265 pounds. Nor would
we want the pilot with a choles-
terol level of 310, an HDL of 27, and
a two-pack-a-day smoking habit.
Could all of them hold valid
FAA Class I medical certificates?
Absolutely! In fact, the FAA does
not even concern itself with obe-
sity, hypercholesterolemia, a smok-
ing history, etc.
The financial rationale for air-
line hiring practices seen in this
light is fairly straight-forward. Let's
return to the safety issue for a mo-
ment.
There are roughly 60,000 pro-
fessional airline pilots active in the
U.S.A. at present. Under current
rules, they fly to age 60 at which
time they must step down as pilots.
Over a decade, there will be up to
25 pilots who die in-flight. (There
are even more who are incapaci-
tated for various reasons, but death
is a clearly quantified end-point.)
Most death are cardiac in origin. Is
safety served by hiring a new pilot
with a cholesterol of 310, an HDL of
27, and a two-pack-a-day habit? Is
starting with such a pilot really op-
erating with the "highest degree of
safety?"
If you were in charge of the
pilot medical hiring standards for a
major airline, what would you do?
NEW FAA MEDICAL STANDARDS
EXPECTED EARLY IN THE YEAR * * * *
CAMA has learned that the new proposed FAA medical standards are
scheduled to be announced early in 1993. These represent the first
substantive changes in many years. About seven years ago, the FAA
contracted with the American Medical Assn. to review the medical
standards and make recommendations to update them. However, the
FAA made no use of the AMA report, in part because the Federal Air
Surgeon who instituted the study retired. In the seven years since then,
there have been three more Federal Air Surgeons.
There was another major problem with the report. The AMA
recommended that the standards should include a good deal of preven-
tive medicine. They made references to cholesterol levels, blood pres-
sure, etc. However, they missed what the FAA calls "regulatory" medi-
cine. In other words, the FAA
cannot issue standards for what
might be good clinical medicine.
They must determine the minimum
standard which is acceptable for
public safety, and use that as a
medical standard. Anything else
infringes upon the public right to
use the airspace.
By law, the FAA must take
the short term view. If the pilot is
not liable to be suddenly incapaci-
tated during the period the medi-
cal certificate is in force, he must
be allowed to fly. Anything be-
yond that cannot be considered in
the Federal Aviation Regulations.
When a medical certificate expires,
it becomes a whole new ball game
in which the applicant starts over from scratch. It matters not that the
pilot held a certificate in the past. The question is, :What is he or she like
now?" In their report, the AMA completely missed this critical point.
This is really the dilemma which frequently confronts the practicing
AME. A young applicant for a Class III certificate may have blood pressure
of 170/100, but he passes. We all know that this is terrible blood pressure,
and that his long term outlook is cloudy, but wearing our AME hats, we
can do nothing except try to counsel the young aviator.
Best bet: The proposed new standards will eliminate much of the
AMA preventive medicine approach, but will use those portions which
represent modern medicine to alter obsolescent standards. Keep tuned
to these pages for further updates as they become available.
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK 73123-3864
(405) 840-0199 FAX (405) 848-1053
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Wall Flowers attending the Board of
Trustees meeting, 9/17/92 in
Ottawa, Ontario Canada
Panel with doctors Carpenter,
Blizzard, and Vander Waag at CAMA
meeting in Ottawa, Ontario Canada
CAMA trustees attending the
Board of Trustees meeting, 9/17/92
Dr. Blizzard Presiding at the CAMA




Oklahoma City, OK USA Oct. 14-17,1993
Phoenix, AZ, USA ..Sept. 7-11, 1994
San Antonio, TX USA 1995
Europe 1996
Tampa, FL, USA 1997
CAMA will publish specific informa-





Oklahoma City Feb. 1-5, 1993
Tampa, FL Mar. 4-7, 1993
Des Moines, IA Mar. 25-28, 1993
LakeTahoe, CA Apr. 15-18, 1993
Oklahoma City May 10-14, 1993
Toronto, Canada May 23-27, 1993
Sioux Falls, SD June 17-20, 1993
Austin, TX July 15-18,1993
Pittsburgh, PA...July 29-Aug. 1, 1993
Portland, OR Aug. 19-22,1993
Oklahoma City.Aug. 30-Sept. 3, 1993
Lexington, KY Sept. 23-26, 1993
For more information, contact your
Regional Flight Surgeon or:





OKLAHOMA CITY, OK 73125







The general purpose of this seminar is to
provide information on the available and
effectiveness of the various multi-media
methods and equipment that may be used




Durham, NC April 30- May 1, 1993
San Francisco, CA June 25-26, 1993
Chicago, 1L Aug. 20-21. 1993








OKLAHOMA CITY, OK 73125
MEETINGS OF INTEREST
TO CAMA MEMBERS
41st International Congress of Aviation
& Space Medicine
Hamburg, Germany Sept. 12-16, 1993
Doctor Stephen L. Carpenter
42nd International Congress of Aviation speaking at the 1992 CAMA melting
& Space Medicine
New Delhi, India Sept. 26-29, 1994
64th Annual Aerospace Medical
Association Meeting
Toronto, Canada
Sheraton Centre May 23-27, 1993








speaking at the 1992 CAMA melting
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WECOME NEW CAMA MEMBERS
Doctor Brendan Adams between
John Boyd and Jim Harris at CAMA
1992 metting







Anthony E. Benchina, M.D.
Professional Building
1910 Cherokee Avenue, S.W.
Cullman, AL 35055
Phillip D. Boren, M.D.
South Plum Street
Carmi, IL 62821
Jeffery Brent, M.D. PhD.
Rocky Mt. Poison and Drug Ctr.
645 Bannock Street
Denver, CO 80204-4507




Suburan Heights Medical Center
333 Dixie Highway
Chicago Heights, IL 60411-1990
John R. Gates, M.D.
310 North Smith Ave., Suite 300
St. Paul, MN 55102
Mark T. Hanson, M.D.
7315 212th Street, S.W., #101
Edmonds, WA 98026
Edward S. Hanzelik, M.D.
1240 Westlake Blvd. Suite 231
Westlake Village, CA 91361
William W. Haynie, M.D.
P.O. Box 390
Butler, MO 64730
Steven L. Israel, M.D., P.A.
Sheridan Hills Prof. Plaza




21036 Triple Seve Road
Sterling, VA 22170
Carlos K. Kemper, M.D.
76N.E. 12th Street
Madras, OR 97741
Ralph D. Lach, M.D.
2427 Tremont Road
Columbus, OH 43221
James M. Landeen, M.D.
Methodist Plaza , Suite 325
4499 Medical Drive
San Antonio, TX 78229
P.J. Marshio, D.O.
P.O. Box 1569
Aransas Pass, TX 78335
Jeffery G. Morgan, M.D.
505 West Homer Street, #101
Salem, IN 47167
Gordon K. Norwood, M.D.
12704 Encino Street
Manchaca, TX 78652
E.T. Palmer, Jr., M.D.
294 Summan Street
Jackson, TN 38301
Norman P. Payea, II, M.D.
Lakewood Medical Canter #316





Darryl N. Steele, M.D.
Summit Clinic
1550 West Rosedale #200
Fort Worth, TX 76104-7476
A.D. Tilgner, M.D.
222 West 7th Avenue #14
F.A.A. - AAL - 300
Anchorage, AK 99513
R.O. Van Camp. M.D.
Cross Road Medical Center
P.O. Box 5
Glennallen, AK 99588
David J. Wilson, D.O.
Wilden Clinic, S.W.
1713 Kofa Avenue, Suite K
Parker, AZ 85344
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PLEASE PASS ON TO SOMEONE WHO SHOULD BE A
MEMBER OF THE CIVIL AVIATION MEDICAL ASSOCIATION.
PURPOSE:
"To provide civil aviation physicians with education, representation to government, and a voice within the industry and the
public."
OBJECTIVES:
*»* To promote the best methodology for assessment of the mental and physical requirements for civil aviation pilots.
*«• To actively enlarge our scientific knowledge.
*«* To advocate, through continuing education, both basic and advanced civil aeromedical knowledge.
*»* To promote professional fellowship among our colleagues from allied scientific disciplines.
*»» To bind together all civil aviation medical examiners into an effective, active medical body to promote aviation
safety for the good of the public.
NAME
MEMBERSHIP APPLICATION
REPRESENTATION EDUCATION • COMMUNICATION
CIVIL AVIATION MEDICAL ASSOCIATION
P.O. BOX 23864
OKLAHOMA CITY, OKLAHOMA 73123-3864









CHECK ENCLOSED ($80.00 U.S. Dollars).
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